Background {#Sec1}
==========

Anaemia is a global public health problem affecting over 1.62 billion people \[[@CR1]\]. It affects all age groups of people but pregnant women and children are more vulnerable. Iron deficiency is the leading cause of anaemia among pregnant women globally \[[@CR2]\]. Other causes of anaemia in pregnancy are heavy blood loss as may occur during menstruation and parasitic infections, conditions such as malaria and HIV which lower blood haemoglobin (Hb) concentrations, and micronutrient deficiencies \[[@CR1]\]. Low intake and poor absorption of iron especially during growth and pregnancy when iron requirements are higher remain risk factors for anaemia \[[@CR3]\]. The World Health Organisation defines anaemia in pregnant women as Hb concentration less than 11.0 g/dl \[[@CR4]\]. In pregnant women, anaemia increases risk for maternal and child mortality and has negative consequences on the cognitive and physical development of children \[[@CR5]\], and on work productivity \[[@CR6], [@CR7]\]. Severe anaemia is associated with fatigue, weakness, breathlessness, dizziness, drowsiness and perceived paleness of the skin \[[@CR8]\]. In the developing world, anaemia is a priority nutritional problem because of the economic, social, and other negative consequences associated with it \[[@CR9]\]. Africa carries a high burden of anaemia with a prevalence of 65.8 % among pregnant women \[[@CR1]\]. In Uganda, the prevalence of anaemia among women of child bearing age has been reported to be 24 % overall, and 13.1 and 18.8 % in Northern and Western Uganda, respectively \[[@CR10]\].

Poverty is one of the risk factors for iron deficiency in pregnant women \[[@CR11], [@CR12]\], and given the fact that Northern region is the poorest region in Uganda \[[@CR13]\] with high rates of malnutrition, the problem of anaemia cannot be underestimated. Despite the known consequences of anaemia in pregnancy, there is scanty information on the prevalence of anaemia in pregnant women in Northern Uganda since the end of the Lord's Resistance Army (LRA) rebellion in 2006. The two decades of civil war in Northern Uganda led to the destruction of social services and left the majority of the population in poverty. Western Uganda on the other hand remained peaceful during the same period. It was therefore necessary to compare the prevalence of anaemia in the two regional hospitals. This would give an insight into the long term effect of the war on women of child bearing age. The objective of this study was to determine the prevalence of anaemia and associated risk factors among pregnant women attending antenatal care at Gulu and Hoima Regional Hospitals so that evidence-based interventions can be put in place.

Methods {#Sec2}
=======

Study design and setting {#Sec3}
------------------------

We conducted a cross sectional study at Gulu and Hoima Regional Hospitals from July to October 2012. Gulu and Hoima Regional Hospitals are located in Northern and Western Uganda, respectively. Gulu district headquarters are located approximately 340 km North of Uganda's capital city, Kampala. The population of Gulu District is 443,733 \[[@CR14]\]. The coordinates of the district are: 02 45 N, 32 00E. Hoima district headquarters are located approximately 230 km Northwest of Kampala. The population of Hoima district is 573,903 \[[@CR14]\]. The coordinates of the district are: 01 24 N, 31 18E.

Study population {#Sec4}
----------------

Our study participants were pregnant women attending antenatal care in the two regional hospitals. All pregnant women who consented to the study and who reported that they did not have sickle cell disease were eligible to participate in the study. This is because persons who have sickle cell disease usually have lower Hb levels than the normal persons.

Sample size and sampling procedures {#Sec5}
-----------------------------------

The sample size for this study was calculated using Kish Leslie formula. We considered 95 % confidence interval, 5 % margin of error, and 45 and 64 % prevalence of anaemia for Gulu (Northern Uganda) and Hoima (Western Uganda), respectively as was reported by Ugandan Demographic and Health surveys \[[@CR15]\]. We factored a 10 % non response rate in the sample size calculation. The two hospitals were purposively sampled since they are regional referral hospitals in the study areas with high patient load, from different backgrounds and settings. We used simple random sampling to select the study participants. Each day, before the provision of health education, the names of every pregnant woman attending the antenatal clinic was taken. Fifty percent of the women were then randomly selected until the required sample size was attained. The probability sampling was employed to avoid selection bias.

Socio-demographic data {#Sec6}
----------------------

Data on socio-demographic characteristics were collected using structured questionnaires (Additional file [1](#MOESM1){ref-type="media"}). The questionnaire was pre-tested in an area with similar settings to those of the study hospitals. The questionnaire was then refined to further improve its validity and reliability. The questionnaires were both in English and the local languages. Trained research assistants who were fluent in both English and the local language (Luo or Lunyoro) conducted face-to-face interviews with the pregnant women. The interviews were conducted in privacy to maintain confidentiality, within the hospital premises.

Collection and analysis of blood samples {#Sec7}
----------------------------------------

The vein puncture site was cleaned using a swab containing 70 % alcohol and using aseptic methods, an appropriate vein was identified and a hypodermic needle introduced into the vein. About 3--4 ml of venous blood was drawn into a syringe and then transferred into a sterile vacutainer containing EDTA and transported to the laboratory for analysis. Trained laboratory technicians did the analyses both in Gulu and Hoima Regional Hospitals. Laboratory analysis was done using an automated analyser, (Celltac, Automated Haematology Analyzer, MEK-6400. NIHON KOHDEN). The manufacturer supplied controls were run every morning to ensure that the analyser was operating within 2.0 standard deviations. The closed mode of blood sampling was used; the analyser automatically sampled blood, processed, analysed and printed out the haemoglobin concentration levels. Pregnant women with haemoglobin concentration of less than 11.0 g/dl were categorised as anaemic. Anaemia was considered severe when haemoglobin concentration was less than 7.0 g/dL, moderate when haemoglobin was between 7.0 and 9.9 g/dL, and mild from 10 to 10.9 g/dL \[[@CR4]\].

Statistical analysis {#Sec8}
--------------------

Both the laboratory and questionnaire data were checked and cleaned for completeness and consistency. Participants with missing data on haemoglobin level were excluded from the analyses. Statistical analysis was performed using Stata version 12. Quantitative variables were categorised into groups basing on either biologically recognised groupings like trimester in pregnancy or societal recognised groupings like education levels. Descriptive statistics was employed for the analysis of demographic data. We used odds ratios as a measure of association, with a 95 % confidence interval. Variables with p-values \<0.2 at bivariable analysis and those with biological plausibility with respect to anaemia were put into backward stepwise multivariable logistic regressions to determine the independent predictors for anaemia in pregnancy. Statistical significance was set at *P* \< 0.05.

Ethical considerations {#Sec9}
----------------------

The study was approved by Gulu University Research Ethics Committee. Written informed consent was obtained from each study participant before data collection. Privacy and confidentiality was maintained throughout the study process.

Results {#Sec10}
=======

A total of 743 pregnant women took part in this study for a response rate of 91.1 %. Some participants withdrew from the study at the point of blood collection. A large majority of the study participants were below the age of 25 years (Table [1](#Tab1){ref-type="table"}). A total of 164 (22.1 %) women were anaemic. The prevalence of anaemia in Gulu was 32.9 % (117/356) and that in Hoima was 12.1 % (47/387). The prevalence of mild, moderate and severe anaemia in Gulu were 23, 9, and 0.8 % respectively; and in Hoima were 9, 2.5, and 0.5 %, respectively (Table [2](#Tab2){ref-type="table"}). In the bivariable analysis, anaemia was significantly associated with the level of education attained, occupation, being in or out of school, and being a resident of Gulu district (Table [3](#Tab3){ref-type="table"}). Being a housewife (AOR = 1.7, 95 % CI: 1.05--2.68) and a resident in Gulu districts (AOR = 3.6, 95 % CI: 2.41--5.58) were independent risk factors for anaemia (Table [4](#Tab4){ref-type="table"}).Table 1Socio-demographic characteristics of the study participants (*N* = 743)Hoima (*N* = 387)Gulu (*N* = 356)CharacteristicNumberPercentNumberPercentAge   ≤1910226.49727.3   20--2411630.012735.7   25--299123.58724.4   30--345414.0329.0   35--39225.792.5   \>3920.541.2Education level   No education266.7236.5   Primary18648.120457.3   Secondary14938.510429.2   Tertiary266.7257.0Still in school   Yes266.7133.7   No36193.334396.3Marital status   Married32183.033293.3   Single6015.5195.3   Widowed10.330.8   Separated/divorced51.320.6Occupation   Farming13033.69225.8   Trader9223.86217.4   Formal employment5113.2329.0   Handicraft00.0102.8   Housewife11429.416044.9Household size   1--528673.924969.9   6--109424.39627.0   \>1071.8113.1Wealth index   Lowest27871.818451.7   Second lowest8522.014941.9   Medium153.9174.8   High92.361.7Residence   Rural16442.413738.5   Urban22357.621961.5Trimester   First4210.8133.7   Second20051.710529.5   Third14537.523866.8Gravidity   1--430979.830184.6   \>47820.25515.4Delivery gap   Never delivered13033.612033.7   1--11 months102.6123.4   12--247519.44111.5   25--366015.57922.2   \>3611228.910429.2Table 2Anaemia prevalence in Gulu and Hoima districtsDistrictNumberPercentGulu   Total anaemia11732.9   Mild anaemia8223.0   Moderate anaemia329.0   Severe anaemia30.8Hoima   Total anaemia4712.1   Mild anaemia359.0   Moderate anaemia102.5   Severe anaemia20.5Table 3Chi- square tests of anaemia and associated risk factors among pregnant women in Gulu and Hoima Regional HospitalsVariableAnaemicNon anaemicP-valueNumberPercentageNumberPercentageAge   ≤194723.615276.4   20--244819.819580.20.62   25--294223.613679.4   30--342124.46575.6   35--39412.92787.10.58^b^   \>39233.3466.7Education   No education1145.81354.2   Primary8722.829577.20.01^a^   Secondary5920.922479.1   Higher713.04787.0Still in school   Yes37.73692.30.03^b^   No16122.954377.10.03^a^Occupation   Farmer3817.118481.9   Trader3120.112379.90.03^a^   Formal employment1518.16881.9   Handicraft330.0770.00.03^b^   Housewife7728.119771.9Residence   Rural6722.323477.70.9   Urban9722.034578.0Marital status   Single1417.76582.30.2   Married14522.250877.8   Widowed250.0250.00.1^b^   Separated/divorced342.9457.1District   Hoima4712.134087.9\<0.01^a^   Gulu11732.923967.1Trimester   First814.64785.40.2   Second6320.724279.3   Third9324.329075.7Gravidity   1--413321.847778.20.7   \>53123.310276.7Delivery gap (months)   Never delivered6124.418975.60.8   1--11522.71777.3   12--242319.89380.2   25--363122.310877.7   \>364420.417279.6Household size   1--511120.842479.20.3   6--104825.314274.7   \>10527.81372.2Wealth index   Lowest10021.736278.30.7   Second lowest5623.917876.1   Middle515.62784.4   High320.01280.0^a^Statistically significant^b^Fisher's exact testTable 4Multivariable logistic regression analysis for risk factors for anaemia in Gulu and Hoima Regional HospitalsVariableNumberAnaemic (%)Crude OR (95 % CI)AOR (95 % CI)Age   \<2019947 (23.6)1.01.0   20--2424348 (19.8)0.8 (0.51--1.60)1.8 (0.50--1.32)   25--2917842 (23.6)1.0 (0.62--1.61)1.1 (0.63--1.80)   30--348621 (24.4)1.0 (0.58--1.89)1.3 (0.68--2.56)   35--39314 (12.9)0.5 (0.16--1.45)0.6 (0.19--1.85)   ≥4062 (33.3)1.6 (0.29--9.16)1.4 (0.22--8.99)Education   No education2416 (32.7)1.01.0   Primary38286 (22.1)0.3 (0.15--0.81)0.5 (0.27--1.10)   Secondary28355 (21.7)0.3 (0.13--0.74)0.6 (0.30--1.31)   Higher5477 (13.0)0.2 (0.52--0.60)0.4 (0.11--1.20)Occupation   Farmer22238 (17.1)1.01.0   Trader15431 (20.1)1.2 (0.72--2.07)1.3 (0.73--2.21)   Formal employment8315 (18.1)1.1 (0.55--2.07)1.4 (0.63--2.96)   Handicraft103 (30.0)2.1 (0.51--8.44)1.1 (0.25--4.45)   Housewife27477 (28.1)1.9 (1.22--2.94)1.7 (1.05--2.68)Residence   Rural30167 (22.3)1.0   Urban44297 (22.0)1.0 (0.69--1.40)Marital status   Single7914 (17.7)1.01.0   Married653145 (22.2)1.3 (0.72--2.43)0.8 (0.43--1.64)   Widowed42 (50)4.6 (0.58--37.46)2.0 (0.21--18.89)   Separated/divorced73 (42.9)3.0 (0.68--17.92)3.0 (0.55--16.85)District   Hoima38747 (12.1)1.01.0   Gulu356117 (32.9)3.5 (2.40--5.23)3.6 (2.41--5.58)Trimester   First558 (14.6)1.01.0   Second30563 (20.7)1.5 (0.69--3.41)1.5 (0.63--3.39)   Third38393 (24.3)1.9 (0.86--4.14)1.2 (0.52--2.74)Gravidity   1--4610133 (21.80)1.0   ≥513331 (23.3)1.1 (0.70--1.70)Delivery gap   None25061 (24.2)1.0   1--11225 (22.7)0.9 (0.32--2.58)   12--2411623 (19.8)0.8 (0.45--1.32)   25--3613931 (22.3)0.9 (0.54--1.46)   \>3621644 (20.4)0.8 (0.51--1.23)Household size   1--5535111 20.81.0   6--1019048 25.31.3 (0.25--1.79)   \>10185 27.81.5 (0.51--4.21)Wealth index   Lowest462100 (21.7)1.0   Second lowest23456 (23.9)1.1 (0.78--1.66)   Middle325 (15.6)0.7 (0.25--1.79)   High153 (20.0)0.9 (0.25--3.27)Still in school   Yes393 (7.7)1.01.0   No704161 (22.9)3.7 (1.11--12.10)2.6 (0.73--9.26)

Discussion {#Sec11}
==========

The overall prevalence of anaemia was 22.1 % which agrees with findings in Ethiopia and Nigeria, \[[@CR16], [@CR17]\] but lower than those reported elsewhere \[[@CR18]--[@CR21]\], and the WHO estimate of 40--60 % in developing countries \[[@CR1]\]. The variations in the prevalence of anaemia may be due to the fact that the interventions employed to address anaemia in pregnancy vary in different settings.

The prevalence of anaemia was significantly higher in Gulu than in Hoima (*P* \< 0.001). Gulu district was ravaged by a twenty-year war between the LRA and the Government of Uganda that left most of the social services in the district in ruins and a large majority of its population in poverty \[[@CR22]\]. Our findings also show that being a housewife is an independent risk factor for anaemia. Because most housewives depend solely on their husbands' earnings for their financial needs, the majority of them tend to be of low socio-economic status which has been reported as a known determinant of anaemia \[[@CR23], [@CR24]\]. This is also manifested by the finding that anaemia was more prevalent among women who had low monthly family income. Anaemia was also more prevalent among women who live in big households (\>5 people) compared to those who live in small households. These might be low income families that were displaced from their family land during the LRA insurgency but have since decided to remain in the urban settings for a better life. Education level attained was also found to be associated with anaemia. In Uganda, low level of education is associated with unemployment, which consequently leads to poverty, a known risk factor for anaemia in pregnancy \[[@CR21], [@CR24]\].

Anaemia prevalence was highest (24.3 %) during the third trimester as compared to the first trimester (14.6 %) and second trimester (20.7 %). Haemodilution in pregnancy increases to peak during the second trimester which may explain the high prevalence of anaemia during this period. However, the increased incidence of anaemia during the third trimester may also indicate poor antenatal care and nutrition. These findings agree with that of Karaoglu and the WHO report \[[@CR23], [@CR25]\], but differ to those from Porto Novo, Cape Verde and Abeokuta, Nigeria \[[@CR24], [@CR26]\]. Although a study conducted in Trinidad and Tobago reported increased presence of anaemia with increasing gravidity \[[@CR27]\], this study found no evidence of increased incidence of anaemia in a grand multigravid woman as compared to primigravid, secundigravid or multigravid woman. This finding is in agreement with other studies \[[@CR16]\]. Perhaps the health education provided to pregnant women during antenatal visits leads to better health seeking behaviour and dietary habits, especially during pregnancy.

These findings will go a long way in addressing the problem of anaemia, which can affect psychological and physical behaviour. This is especially important because even very mild forms of anaemia have been reported to influence the sense of well being, lessen resistance to fatigue, lower productivity \[[@CR28]\], aggravate other disorders, and affect work capacity \[[@CR26]\]. In pregnant women, anaemia can result in increased risk of maternal and perinatal mortality, low birth weight, \[[@CR29]\] and reduced resistance to blood loss with the result that death may occur from the blood loss associated with delivery. The strength of this study is the use of power formula to calculate the sample size and the random sampling of the study participants which enhances its generalisability.

Limitations of this study {#Sec12}
-------------------------

We did not consider other factors like parasitic infections which can lead to anaemia. We were therefore not able to determine their contribution to anaemia in our study population. Being a cross sectional study, we could not identify the cause and effect relationship.

Conclusion {#Sec13}
==========

The prevalence of anaemia in pregnant women in Gulu is higher than in Hoima. Amongst pregnancy women, being a housewife is an independent risk factor for anaemia. Greater efforts are required to encourage early antenatal attendance from women in these at risk groups. This would allow iron and folic acid supplementation during pregnancy, which would potentially reduce the prevalence of anaemia.

Additional file {#Sec14}
===============

Additional file 1:Questionnaire (English version). (PDF 1303 kb)

AOR

:   adjusted odds ratio

Hb

:   haemoglobin

HIV

:   human immuno-deficiency virus

LRA

:   Lord's Resistance Army

WHO

:   World Health Organisation
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